Provision of information about cancer screening has been the subject of much debate in recent years, particularly in relation to mammography where it has been argued that the risks are downplayed (Jørgensen and Gøtzsche, 2006; Gøtzsche et al, 2009 ). In the United Kingdom, information materials for all three national cancer screening programmes (breast, cervical and colorectal) have recently been revised, with the aim of providing balanced information to allow people to make an informed choice about participation (Richards, 2011) . The underlying model is 'consider an offer' (Entwistle et al, 2008) , with a clear National Health Service (NHS) recommendation, but also direct advice to make an individual decision (Informed Choice about Cancer Screening, 2014) . However, people's screening decisions are also likely to be influenced by prevailing public attitudes and, in some cases, their own past behaviour.
A population survey carried out in the United States in 2001-2002 found very high levels of enthusiasm for cancer screening (Schwartz et al, 2004) . They speculated that this could be due to pervasive marketing of screening and a public discourse in which the limitations of screening are rarely discussed. However, it could also be a consequence of the intuitive appeal of 'catching cancer early'. Although such enthusiasm may promote screening uptake, it can also lead to dissatisfaction when guidelines are revised to reduce the recommended frequency or age range for screening (Squiers et al, 2011; Arkes and Gaissmaier, 2012) . It may also hamper efforts to implement an informed choice approach because potential participants see no reason to revisit an 'obvious' choice.
Cancer screening in Great Britain takes place in a different context from the United States. Direct-to-consumer marketing is uncommon, there are few national public health campaigns on screening, and primary-care physicians have little involvement in programme delivery (particularly for colorectal screening). Screening is offered using organised call-recall programmes, in which routine invitations are sent to all age-eligible adults alongside information on risks and benefits. The public in Great Britain has also recently been exposed to media debate about the risks and benefits of breast screening, including considerable publicity surrounding a review of the mammography programme (Richards, 2011) . We assessed enthusiasm for cancer screening in this context; hypothesising that attitudes in the Great Britain might be less positive than in the United States 10 years earlier.
METHODS
We commissioned a survey on attitudes to cancer screening in spring 2012 as part of TNS International's regular omnibus survey (TNS International is the name of the research agency we commissioned to carry out the fieldwork for this study). This is a weekly, population-based, face-to-face survey, in which clients can commission questions. Sampling points across England, Scotland and Wales are selected using random location sampling, stratified by region and social grade. Local quotas are used to balance the sample of adults interviewed at eligible addresses and to adjust for likelihood of being at home. Quotas are set for gender (male/female housewife/ female non-housewife), work status and presence of children. The survey uses home-based, computer-assisted, personal interviews.
Participants. Adults aged 50-80 years were eligible. All women in this age-group would have been offered breast screening. Since 1988, women aged 50-70 years have been invited for mammography every 3 years, and the programme is currently being extended to ages 47-49 and 71-73. Both men and women would have been around the age of eligibility for colorectal screening. People aged 60-69 years have been offered biennial screening with faecal occult blood testing since 2006 (with slight variations in age-ranges between the England, Scotland and Wales), and onceonly flexible sigmoidoscopy screening is currently being implemented at age 55 years (since 2013).
Measures. We included items from the earlier US survey (Schwartz et al, 2004) to assess enthusiasm for screening (see Table 1 for item wording). We also asked participants whether they had ever been screened for breast or colorectal cancer and collected demographic information.
Analyses. Analyses were carried out using PASW Statistics 18.0 (SPSS Inc., 2009). Weights provided by TNS were applied to the data in all analyses to adjust the sample to be populationrepresentative with respect to age, gender, social class and geographical region. Logistic regression analyses were used to calculate adjusted odds ratios for endorsement of each screening attitude by demographic characteristic and screening participation.
RESULTS
Sample characteristics. The overall weighted sample size was 1895 (51%, n ¼ 975 women). Mean age was 63.0 (s.d. ¼ 8.6), most participants were married (60%), and white (94%), and 39% had no educational qualifications (Appendix 1). Among those who were age-eligible for screening at the time of the survey, 62% had already had colorectal cancer (CRC) screening (58% of men and 66% of women) and 86% of women had attended breast screening.
Overall beliefs. Enthusiasm for screening was extremely high (Table 1) . Nearly 90% of respondents agreed that screening is 'almost always a good idea', 75% believed that earlier detection means treatment can save lives 'most' or 'all' the time, and 64% thought early diagnosis means less treatment is needed 'most' or 'all' the time. Around half (49%) were previously unaware that some cancers are slow-growing and unlikely to cause problems, but 45% of the total sample wanted to be tested for such a cancer. A similar proportion (49%) wanted to be tested for a cancer for which nothing could be done. Almost 60% regarded declining a screening offer as 'irresponsible', and 72% believed they had received the right number of screening tests in the past.
Demographic variations in beliefs. In adjusted analyses (see Table 2 ), the oldest age group were less likely to believe that finding cancer early means that treatment saves lives (odds ratio (OR) ¼ 0.67, 95% confidence interval (CI): 0.51-0.89) and was less likely than the younger age group to believe they had too few screening tests in the past (see Table 2 ). Men were more likely than women to want to be tested for an incurable cancer (OR ¼ 1.32, 95% CI: 1.08-1.61) or for a slow-growing cancer (OR ¼ 1.29, 95% CI: 1.06-1.57) and were also more likely to think they had received too few screening tests in the past (OR ¼ 2.82, 95% CI: 2.26-3.54). Men were less likely to have heard of a slowgrowing cancer (OR ¼ 0.72, 95% CI: 0.59-0.88). Participants with no educational qualifications were more likely to think that screening non-attendance is irresponsible (OR ¼ 1.26, 95% CI: 1.02-1.56) but less likely to have heard of a slow-growing cancer (OR ¼ 0.47, 95% CI: 0.38-0.57). Those of non-white ethnicity were less likely to believe screening is a good idea (OR ¼ 0.27, 95% CI: 0.15-0.50) and that screening non-attendance is irresponsible (OR ¼ 0.56, 95% CI: 0.34-0.91). Those who were not married were less likely to be aware of a slow-growing cancer (OR ¼ 0.77, 95% CI: 0.63-0.94).
Associations between beliefs and previous screening attendance. After controlling for demographic variables, non-participation in CRC screening was associated with less positive beliefs about the benefits of screening, lower awareness of slow-growing cancers, less enthusiasm for being tested for untreatable or slow-growing cancers, lower odds of believing that non-attendance is irresponsible and higher odds of believing that one has had too few screening tests in the past (see Table 2 ). A similar pattern of findings was observed for breast screening, but there was no association between previous attendance and either awareness of, or desire to be tested for, a slow-growing cancer. The association with the belief that finding cancer early means less treatment was also nonsignificant. 
DISCUSSION
Our findings suggest that enthusiasm for cancer screening in Great Britain in 2012 is at least as high as in the United States 10 years earlier (Schwartz et al, 2004) . The association between past screening attendance and enthusiasm was not universal and was, to some extent, programme-specific. It is striking that enthusiasm was so high despite screening participation (in this sample and in the wider UK population) being considerably lower -54% for CRC screening nationally (von Wagner et al, 2011) . This is consistent with the idea that, although people might 'know' that screening is a good idea, they may hold contradictory beliefs or not get round to participating. Men's greater enthusiasm for being tested for slow-growing and incurable cancers may be the result of lower exposure to screening and less familiarity with issues of overdiagnosis. This, together with their belief that they have had too few screening tests, is consistent with positive attitudes to prostate specific antigen (PSA) testing in men (Chapple et al, 2008) . This is a key area for future investigation.
The similarity in attitudes in Great Britain and the United States raises the possibility that positive appraisal of screening is less due to marketing and public health campaigns (as Schwartz et al (2004) suggest), because both are less pervasive in Britain, but arises from a lay logic that earlier interception of the oncogenic process is beneficial, perhaps reinforced by public discourse around the value of prevention and early diagnosis. In addition, the fact that many respondents in both countries would want to know about an untreatable cancer suggests that knowledge of health status per se is valued. Taken together, these results highlight the challenge of communicating the benefit/harm balance of any particular screening modality (see for example, Brawley et al, 2011) and suggest that the public is probably relatively unresponsive to media debate on overdiagnosis.
The study has a number of limitations, the most important of which is that TNS International are not able to supply information on response rate. Although weighting the data goes some way to adjusting for non-response bias, the generalisability of the findings is uncertain given the unknown response rate.
Medical concerns about an 'epidemic' of overdiagnosis (Hoffman and Cooper, 2012) will be hard to communicate in the presence of such enthusiasm. Positive attitudes towards screening may make participation a reflexive process, inhibiting a 'rational' appraisal of risk/benefit information. These findings indicate the need for further work to explore ways of encouraging active engagement with screening decisions.
